Thirty-two patients are presented with late complications after a corrosive burn of the oesophagus. From this group of 32 cases 11 had fistulae and mediastinal abscesses after perforation of the gullet; 11 patients developed a tight peptic stricture in the narrowed oesophagus due to traction-type hiatal hernia as a result of the longitudinal contraction of the fibrotic oesophagus; cancer developed in the corrosive stricture in 10 patients, inoperable in five.
Arguments against long-term conservative treatment of narrowed and fibrotic oesophageal strictures are presented. Early operation gives final relief from dysphagia and prevents late complications. The risk of intrathoracic oesophageal replacement with a segment of bowel/colon or jejunum in uncomplicated cases is 2-4% in our series of 42 cases.
Patients with so-called benign strictures of the oesophagus due to a corrosive burn have been sulbject to conservative treatment since Salzer (1920) advised early latation of such striotures. Dilatation certainly gives relief from the intense dysphagia and these patients learn what they can swallow without difficulty and many of them can live for years without untoward complaints (Gellis and Holt, 1942; Marchand, 1965; Moody and Garrett, 1969 In the last eight years, since we started to deal with oesophageal surgery in the 1st Surgical Department of our University, 61 patients have been admitted with chronic corrosive strictures of the oesophagus, mainly from other otolaryngological departments. Of the 61 cases, 32 had severe late complications. The consequences of old corrosive oesophageal lesions in our series were as follows:
(1) chronic mediastinal abscess or bronchooesophageal fistula due to perforation of the oesophagus in 11 patients;
(2) traction-type hiatal hernia due to contraction of the fibrotic oesophageal wall in 11 patients; (3) development of cancer in the corrosive stricture of the eosophagus in 10 patients.
TIhe dangers of repeated oesophagoscopy and dilatation in patients with corrosive strictures are well known. Perforation and fistulae are noot infrequent results of this treatment. If the perforation is proximal to the narrow segment of the gullet, there is little chance of spontaneous healing, and radical treatment is necessary, consisting of oesophagectomy and oesophageal replacement or, in the worst septic cases, oesophageal bypass by a segment of bowel (Dor et al., 1960b; Imre, Horvath, and Altorjay, 1968) (Fig. 1 ; Table I ).
The existence of traction-type biatal hernia is not widely known. The mechanism which we believe produces this type of hiatal hernia occurs only in patients who have had a corrosive burn. The fibrotic oesophagus contracts and pulls up a pouch of stomach into the chest. These patients 594 group.bmj.com on October 13, 2017 -Published by http://thorax.bmj.com/ Downloaded from develop oesophagitis and a peptic stricture (in an already narrowed oesophagus) owing to gastro-oesophageal reflux. Dilatation of the stricture in these cases is pointless because it increases the reflux, and the fibrotic stricture becomes tighter. Th-is type of hiatal hernia in our cases occurred between 25 and 69 years after the corrosive burn (Tmre and Wooler, 1969) (Fig. 2 ; Table II ).
There is little to add in the third group. Scar tissue is probably a premalignant condition (Alvarez and Colbert, 1963; Benedict, 1941; Bigelow, 1953; Dor et al., 1960a; Imre and Gergely, 1971; Sytnik and Petrov, 1968) . The danger increases if there is chronic irritation at the site of the scar. Of the 10 patients with malignancy in a fibrotic oesophagus, only five had a resectable growth, andl in two cases the fact that the dense scar tissue included a malignant growth became evident only after surgery and histological examination of the resected oesophagus ( Fig. 3 ; Table III (Allison, Wooler, and Gunning, 1957; Merendino and Dillard, 1955) and 16 with a segment of colon (Belsey, 1965) . Of these 42 patients only one died, a mortality rate of 2-4%. On the other hand, we have another series of patients in whom an intrathoracic operation was not possible and, an antethoracic or substernal bypass operation was performed. This group includes the worst septic cases after perforation of the oesophagus. From these nine patients we have lost two, a mortality rate of 22%. A comparison of the two groups of patients suggests the necessity for early operation before the development of complications.
Patients with a tight stricture of the oesophagus are good subjects for oesophageal replacement; the operation gives relief from dysphagia and prevents the complications described. 
